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Should depression be managed as a chronic disease?
Gavin Andrews

In 1970 L G Kiloh and I finished recruiting patients for
a prospective study of depression in admissions to a
new general hospital psychiatric unit. When we
published the 15 year follow up we discovered that our
patients had not done at all well.1 Only a fifth recovered
and remained continuously well, three fifths recovered
but had further episodes, and a fifth either committed
suicide or were always incapacitated. An English 15
year follow up study published at the same time
showed identical results.2 The obvious conclusion was
that people admitted to hospital in the 1970s with a
depressive illness did not have a good prognosis. In
retrospect, I ask why more of those who relapsed did
not return to us for treatment. These results are not
atypical. A detailed 12 year follow up in US specialist
care showed that patients on average had symptoms in
59% of weeks and met full criteria for a depressive epi-
sode in 15% of weeks.3 Depression seems to be a
chronic recurring disorder, seldom well managed if
one simply waits for the patient to initiate further con-
sultations.

Methods
I identified references to remission and relapse of
depression during the writing up of the Australian
national mental health survey. References to long term
prognosis came from my earlier work. A conference
question, “What is the clinical implication of your find-
ings?” led me to the Wagner model of chronic disease
management.

Depression is treatable
In 1990 depression was the fourth most important
determinant of the global burden of disease and the
largest determinant of disability in the world.4 The bur-
den of depression is not being reduced, partly because
too many people do not seek treatment and partly
because efficacious treatments are not used effectively.5

Neither good education of providers6 7 nor increased
prescribing of antidepressants8 seems to reduce the
burden. This has puzzled informed observers.9 There is
good evidence from controlled trials of the efficacy of
short term treatment,10 exactly as the drug advertise-
ments suggest. Four types of antidepressant drugs, cog-
nitive behaviour and interpersonal therapy, and
electroconvulsive therapy have all been shown to pro-
duce benefits of 0.5 to 1.0 standard deviation over the
response to placebo. However, most trials cover only
short periods, just long enough to establish the acute

response to treatment. The longest comparison trial of
maintenance treatment is only three years.11

The change in the placebo control group itself is
considerable, greater than the additional improvement
due to any specific treatment and probably the largest
in any mental disorder.12 This is in part because of the
frequency of spontaneous remission and in part
because of the sensitivity of depressed patients to the
encouraging effects of being in treatment.13 These two
factors, a large response to acute treatment and the
short duration of many episodes without treatment,
lead to the idea that depression should not be a disease
of great burden. This optimism is ill founded.

Remission and relapse are common
Just what is the likelihood of spontaneous remission?
Two wave prospective surveys are necessary to deter-
mine the duration of depressive episodes in the com-
munity. There are two such surveys,14 15 and both show
that the median duration of depressive episodes was
eight weeks (mean 16 weeks), with only 5% of people not
recovered at one year. In the Australian mental health
survey less than half the people with depressive episodes
some time during the year had symptoms that met the
criteria for depression during the month of the
interview. Depression is a disorder that remits.5 16

Depression also recurs. The people in the Austral-
ian survey who met criteria for depression during the
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previous year dated the onset of their first episode an
average of 5.4 years earlier (range 1-54 years). Nearly
half (44%) reported a previous episode within 12
months of their latest episode, and 39% had met
ICD-10 criteria (international classification of diseases,
10th revision) for a full remission between the two epi-
sodes. The US national comorbidity survey showed
that three quarters of people aged 15-54 years who
had ever met criteria for depression had had more
than one episode.17 Their mean age was 34, and they
reported an average of 11 prior episodes, each lasting
from two to 69 weeks. In our twin study people with a
lifetime history of depression reported an average of
eight episodes in the 11 years since their first episode.18

The duration of episodes was similar to that reported
in the US survey. Depression in the community remits
and recurs, and the frequency of remission may lead
clinicians to underestimate the probability of relapse.

Managing depression as a chronic
disease
A model of practice in which patients seek help only
when they deem it necessary is not appropriate for an
episodic but lifelong condition that affects hope and
volition, reduces compliance, and predisposes to
suicide. Would it be better managed by a chronic
disease management model like that used for diabetes?
But even that is difficult. Consider a person recovering
after 12 months of despair, loss of energy, weight loss,
and insomnia. At the point of recovery, few doctors
would want to broach the issue of chronicity, and few
patients (we used to think) would want to hear about it.
Yet if the diagnosis was diabetes there would be instant
discussion of the chronic nature of the disorder and
the steps needed to manage it.

Wagner et al described a model for the manage-
ment of chronic disease and gave examples of the
changes to usual practice needed.19 Katon et al have
applied this model to depression to prevent chronicity
and relapse, the principal determinants of burden.20

There seem to be four components.
Practice reorganisation—Establish a register of cases

and proactively organise consultations, seeing people
frequently during an acute phase and less frequently
during remissions.

Patient education—Use booklets, videotapes, and
family consultations to educate patients and their
families about the signs and symptoms of depression,
about antidepressant drugs, about psychological
approaches to aid recovery, and about early warning
signs that herald relapse.

Expert systems—Have clinical practice guidelines for
diagnosis and for management of acute episodes,
maintenance, and relapse. Establish criteria for special-
ist consultation and for sharing care with psychologists
and nurses.

Computer support—Produce a package that records
treatment and outcome measures and flags when
progress is not as expected.

Does this work?
Enhanced treatment of acute episodes in accord with
the Wagner criteria produced better outcomes in
depressive patients treated in primary care, but a year
later the outcomes were no better than with usual
care.21 The authors concluded that continued
enhanced care was required, which is not surprising
given the chronic nature of the disorder. Is this
feasible? Quite apart from the burden of disease,
persistence of chronic conditions produces direct
treatment costs. People with depression generate twice
the healthcare costs of other primary care attenders,
high even after the impact of comorbid conditions is
controlled.22 Proactive care costs more than usual care,
but the cost per patient successfully treated is lower,
and the cost effectiveness higher, than for patients
given usual care.23 Proactive care for people with
subsyndromal depression was not found to be cost
effective, which means that the cost profiles of
strategies for maintenance and prevention of relapse
need to be improved,24 perhaps by consultations by
ancillary staff or by interactive voice response
telephony, and compared with the gains possible from
use of funds for other conditions.

Is being so proactive fair?
Managing depression as a chronic disorder raises three
questions for which there are no conclusive answers.
Firstly, how do patients respond when told their
disease is likely to recur? Many doctors are concerned
that telling people the true prognosis will cause their
depression to worsen. This belief seems to be widely
held and certainly needs research. At this centre we
have begun to be more honest with people about their
prognosis. This takes time, but we have had no
complaints and compliance has improved. “This is the
first time I have understood the importance of
treatment,” is the usual response we get from patients.
People have a right to the truth.

Secondly, how do you identify the people likely to
relapse? About half of a community sample of people
who have recovered from depression will relapse
within a year, and most will relapse within two years.
Clinical practice guidelines suggest that maintenance
treatment be deferred until the second or third
episode.25 26 People seldom seek help for their first
attack of depression, only for subsequent attacks,
although good interviewing and good rapport may be
required to elucidate the earlier episodes. The first
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treated episode is often the third or fourth actual
episode. Again research is needed.

Lastly, how do we know that a proactive chronic
disease model is better than the present “laissez-faire”
model. We, like the Seattle group,20 have adopted a
proactive approach to management of current illness.
When people do not take their drugs, implement their
pleasant event activities, use problem solving, or attend
for appointments we ask why. Whether such proactive
care works in the longer term is simply unknown, and
research is needed. However, we think anything is bet-
ter than leaving patients to languish at home, too dys-
phoric and anergic to seek help.

Depression and diabetes are alike in burden, and
both have chronic courses marked by periods without
symptoms and by occasional emergencies. The UK pro-
spective diabetes study showed the effectiveness of
intensive follow up in preventing long term complica-
tions in diabetic patients.27 There has been no equivalent
study in depression, and, given the promise of the work
by the Seattle group, the time is ripe for such a long term
prospective study. We must encourage research into effi-
cient strategies for long term treatment and prevention
of relapse in depression. After all, it is the largest single
cause of disability in the world.
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Correction

Results of genetic testing: when confidentiality conflicts with a
duty to warn relatives
An error in the electronic production process caused the ref-
erence list in this article by Leung (9 December, pp 1464-5)
to be missing. It will be found on the BMJ website
(www.bmj.com/cgi/content/full/321/7274/1464).

The importance of patient confidentiality

As a third year medical student just starting out in clinical
medicine, the importance of patient confidentiality has often been
emphasised to me. Unfortunately, until now, it is something that I
have not considered in detail. I am probably guilty of the odd
Friday night pub conversation: “You won’t believe what I saw
today.” I am sure many of my fellow colleagues would be guilty of
the same.

But while I was completing my special study module on
domestic violence my eyes were opened. My tutor asked me to
contact several victims of violent domestic abuse who had
been treated in the accident and emergency department. I
obtained telephone numbers from patient records. Some
individuals, however, had omitted to leave their number. I
contacted directory inquiries only to discover that they were not
listed. This suggested that these people had no wish to be
contacted.

At my tutor’s request, I contacted the practices where the
victims were patients. The receptionists at all six practices freely
gave out the numbers I required without asking for any proof of
identity. I was shocked at how easily I could obtain information

that was obviously not meant for public knowledge. It was more
worrying as the cases involved domestic violence.
Some of the victims may have been withholding telephone
numbers to try to create a barrier between themselves and their
violent ex-partners. Would they be happy to know that they were
so easily accessible? The receptionists concerned had no proof
that they were speaking to a medical student with no harmful
intentions. Perhaps we should all give a little more thought to
patient confidentiality.

Lucy Mansfield third year medical student, St George’s Hospital
Medical School
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We welcome articles of up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied on a
disk. Permission is needed from the patient or a relative if an
identifiable patient is referred to.
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